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ABSTRACT: 
 
Soft tissue enlargements of the oral cavity present a diagnostic challenge because 
a diverse group of pathologic processes can produce such lesions. World Health 
Organization classification of benign odotogenic tumors grouped OFM as benign 
tumors of ectomesenchymal origin with or without odontogenic epithelium. The 
lesion often grows without symptoms and presents as a painless swelling. It 
commonly occurs in the second and third decade showing mandible commonly 
involved than maxilla. The peripheral giant cell granuloma (PGCG) is a benign 
inflammatory hyperplastic type of lesion of unknown etiology occurring in gingiva 
or alveolar ridge. It normally presents as a soft tissue purplish-red nodule 
consisting of multinucleated giant cells in a background of mononuclear stromal 
cells and extravasated red blood cells. This article reports two cases one of 
odontogenic fibromyxoma and another of Peripheral Giant Cell Granuloma; in 
pediatric patients. Both the lesion were excised and sent for histopathologic 
examination which confirmed the diagnosis. The accepted treatment protocol 
includes surgical excision followed by histopathologic evaluation and follow-up. 
Early and definite diagnosis correlating clinical, radiologic and histopathologic 
examination is important for conservative management of such lesion thus 
eliminating potential risk to adjacent hard tissue structures. 
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INTRODUCTION  
The gingiva is exposed to irritation from 
biofilm, food impaction, calculus, irregular 
restorations, and iatrogenic factors, which can 
result in localized proliferative lesions.1  
 
Solitary gingival enlargements in children are 
a relatively common finding and are usually 
the result of a reactive response to local 
irritation.2  
 
Odontogenic  myxoma is classified as a rare 
benign tumor of ectomesenchymal origin 
with or without Odontogenic epithelium.3 The 
term “myxoma/ myxofibroma” is introduced 
by Virchow in 1871, when he described 
tumors that histologically resembled the 
mucinous tissue of the umbilical cord. 
Odontogenic fibromyxoma is a myxoma with 
abundant collagen fibers.10    
 
Peripheral giant cell granuloma is a common 
tumor-like gingival lesion that results from 
reactive response of the periodontal 
ligament.4 Clinically, presents as a rubbery, 
smooth surfaced nodule or mass that is red, 
purple or blue in color.5    
 
We report a case of peripheral Odontogenic 
fibromyxoma of the mandibular anterior 
lingual gingiva in a 9-years-male and 
peripheral giant cell granuloma in 12-years -
female on  buccal gingiva. 
 
CASE 1 
A 9-years old male patient reported with a 
chief complaint of intraoral painless swelling 
in   lower anterior lingual gingiva since 3 years  
and difficulty in   incising food since 6-months. 
Initially it was of peanut size and gradually 
attained the present size.  
There was no history of anesthesia or 
paresthesia. Intraoral examination revealed a 
solitary well defined round swelling 
measuring 2.5cm x 3cm in its greatest 
dimensions, more bulge on lingual side 
involving inter-dental papillae was present in 
mandibular anterior region with missing 41 & 
Spacing in 31, and 42  (Fig 1). 
 
 On palpation it was sessile, non-tender and 
firm in consistency. A solitary left 
Submandibular lymph node was palpable 
roughly oval, soft, mobile and tender. Based 
on the history and clinical features a 
provisional clinical diagnosis of   Peripheral 
ossifying fibroma and Peripheral giant cell 
granuloma, pyogenic granuloma and 
traumatic fibroma were included in 
differential diagnosis. 
 
Panoramic radiograph & IOPA revealed 
periodontal ligament widening with 31 and 
42. Cupping alveolar crestal bone resorption 
was present with 42 and 31(Fig 2-a and 2-b).  
 
Radiographic differential diagnosis of 
Peripheral ossifying fibroma and Peripheral 
giant cell granuloma was given.  Under all 
septic conditions, surgical excision was done 
under local anesthesia (Fig 3).   
 
After one week healing was uneventful. H & E 
histopathological section revealed (40X) the 
fibrocellular connective tissue stroma shows 
presence of myxoid tissue and fibroblasts 
features suggestive of Odontogenic 
fibromyxoma. (Fig 4) 
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Figure 1  Intraoral swelling in  
mandibular anterior region 
 
 
 
 
 
Figure 2b Periapical radiograph 
 of mandibular anterior region 
 
 
 
 
 
 
 
Figure 4. Fibrocellular connective  
tissue stroma showing presence of  
myxoid  tissue and fibroblasts 
 
 
 
 
 
 
 
 
 
 
 
Figure 2a   Panoramic radiograph of the patient  
 
 
 
 
 
 
Figure 3 Surgical excision of the 
lesion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FIBROBLASTIC STROMA 
 
MYXOID STROMA 
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CASE 2 
A 12-years old female patient reported with a 
chief complaint of intraoral painless growth in 
premolar-molar region and fullness of right 
cheek since 2 years (Fig 5).  
 
The swelling was of approximately of a coin 
sized to begin with and had gradually 
attained the presented size. There was no 
history of anesthesia or paresthesia,difficulty 
in   mastication & bleeding or any discharge. 
Intraoral, solitary round well defined growth 
measuring 2.5cm x 3cm in its greatest 
dimensions was present in mandibular 
premolar-molar region involving depth of 
sulcus area, marginal and attached gingiva 
(Fig 5).  
 
On palpation it was sessile, firm in 
consistency and non-tender.  A solitary right 
Submandibular lymph node was palpable 
roughly oval, soft, tender, and mobile. Based 
on the history and clinical features a 
provisional clinical diagnosis of Peripheral 
ossifying fibroma and differential diagnosis of 
Peripheral giant cell granuloma, pyogenic 
granuloma was given. 
 
Intraoral periapical radiograph revealed 
periodontal bone loss with 45 (white 
arrowhead) and periodontal ligament 
widening with mesial root of 46 (black arrow) 
(Fig 6). 
 
 
 
Radiographic differential diagnosis of 
Peripheral ossifying fibroma and Peripheral 
giant cell granuloma was given. 
 
Under all aseptic conditions, surgical excision 
was carried out under local anesthesia, 
heamostasis achieved with 3-0 Silk Sutures. 
(Fig 7) and Excised specimen was sent for 
histopathological evaluation.  
 
Histopathological H and E section revealed 
(40 X) multinucleated giant cells. The 
fibroblasts were spindle to angular shape in 
the background of mild inflammatory 
infiltrate. The bony tissues comprises of round 
to oval osteoblasts with basophilic nuclei 
situated in the centre. Features were 
suggestive of Peripheral giant cell 
granuloma. (Fig 8) 
 
Figure 5. Intraoral swelling in mandibular premolar-
molar region 
 
 
Figure 6 Intraoral periapical radiograph showing 
periodontal bone loss with 45 (white arrowhead) and 
periodontal ligament widening with mesial root of 46 
(black arrow). 
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                 Figure 7  .Showing surgical excision  
               of the lesion 
 
 
                 
                   Figure 8 .Connective tissue stroma 
                  comprises of  multinucleated giant cells , 
                  collagen fibers and fibroblast  
 
DISCUSSION 
The term oral mucosal masses are described 
as pathologic growths projecting above the 
normal contour of the oral mucosa & may be 
progressive which   compromises normal 
oral function.2,6 
 
Fibromyxoma is classified as a specific type 
of myxoma with a higher fibrous/myxoid 
tissue ratio than myxoma.7 
Myxomas/fibromyxomas arise from the 
mesenchymal tissue of the dental follicle, thus 
being described as Odontogenic with 
fibroblasts playing the major role in cell 
dispersal.3   
 
 It is a slow growing, asymptomatic mostly 
located in the tooth bearing areas of the jaws 
usually occurring in the second or third 
decade of life. The occurrence is common in 
premolar-molar region of mandible followed 
by  
maxilla with slight predilection for females.8,9 
Maxillary lesions are more aggressive, as it 
involves the adjacent vital structures 
maxillary sinus, nasal cavity and of profuse 
vascularity.10, 11  Displacement and mobility of 
teeth are relatively common and associated 
with unerupted teeth.6,12,13  
 
The radiographic features are variable, 
depending upon site, size and consistency of 
the lesion. Usually diagnostic methods 
include conventional radiography and 
incisional biopsy with histological and 
histochemical investigations.13   
 
Immuno-histochemical examination uses 
antibodies against specific biological 
substances of neuronal, muscular, epithelial, 
and mesenchymal tissues.10 
  
In MRI, the lesion shows low-signal intensity in 
T1 and high-signal intensity in T2. In contrast, 
Kawai et al; reported high-signal intensity on 
T1 and not T2.15 These discrepancies may be 
related to the ratio of fibrous/myxoid tissue, 
the viscosity, the concentration of proteins, the 
presence of hemorrhage and 
hypocellularity.13,15 
 
Histopathologically, Odontogenic myxoma is 
made up of loose and delicate fibrous 
connective tissue. The fibroblasts are stellate 
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and are suspended in a delicate network of 
collagen fibrils.16, 17 
The fibromyxoid lesion may present loci of 
calcification or ossification and a higher 
amount of collagen fibres and vessels than a 
typical myxoma.18 The presence of cells 
positive for actin fibres suggests that 
myofibroblasts may play a crucial role in cell 
proliferation in cooperation with the islands of 
Odontogenic epithelium and mast cells.19,20  
 
The avoidance of recurrence is strongly 
related to the complete resection of the 
lesion. Monitoring of the patient for at least 2 
years after the surgical intervention is 
recommended due to the higher rate of 
recurrence during this period. 18 
 
The peripheral giant cell granuloma (PGCL), 
also called as giant cell epulis, or giant cell 
hyperplasia, is most common giant cell lesion 
of  the oral cavity.21  
 
Peripheral giant cell lesions are reactive, 
extra-osseous and exophytic lesion, located 
in anterior edentulous alveolar mucosa or on 
the gingiva.  Local irritating factors such as 
food retention, chronic irritation due to sharp 
cusps, trauma, poorly finished fillings, and 
poorly fitted dental prostheses, and 
supernumerary teeth, bacterial plaque, 
calculus are considered as contributing 
factors.22  
 
 
Clinically, PGCL mostly appear as a soft 
extra-osseous reddish purple or purplish 
blue lump with smooth shiny surface. The 
lesion can be sessile or pedunculated, 
penetrating through periodontal membrane 
and may or may not be ulcerated. Secondary 
ulceration due to trauma results in focal 
yellow sloughing caused by the formation of 
fibrin clot over the ulcer.22, 23  
 
Pain is not a major complaint unless the 
growth is traumatized repeatedly.24 
Radiographic examination most commonly 
presented is “cup-shaped” resorption of the 
subjacent alveolar bone. 25-27 
 
In terms of histology, PGCG contains non-
encapsulated highly cellular mass with 
abundant multinucleated giant cells 
dispersed. Fibroblasts form the basic 
element of the peripheral giant cell 
granuloma.27,28 Inflammatory infiltrate and 
hemosiderin-laden macrophages 
surrounding areas of hemorrhages are seen 
in both acute & chronic condition.29  
 
Recommended management of PGCG aims 
at elimination of the entire base of the growth 
accompanied by eliminating local irritating 
factors. It is advisable to include the 
periosteum in the excision to prevent 
recurrences.30
MESHRAM M et al                     ODONTOGENIC FIBRO-MYXOMA & GIANT CELL GRANULOMA IN PEDIATRIC PATIENT 14 
 
 
 Contemporary  Research Journal of  Medical  Sciences  2017;1(1 ): 8-17  
  
 
 
 
 
Table: 1 Showing clinical features, locations and age in peripheral gingival 
masses: 
 
 
 
 
 
 
 
      Lesion  
 M:F 
Ratio  
 
 
         Age  
 
 
         Site  
 
   
               Clinical features  
 
 
Pyogenic 
granuloma 31 
 
 
F>M  
 
  
All ages but 
predominant in  2nd 
decade  
 
 
Gingiva,(75%) followed 
by lips, tongue, buccal 
mucosa 
 
 
A smooth or lobulated exophytic lesion, 
pedunculated or sessile which is usually 
hemorrhagic and compressible bluish 
red in colour. 
 
Peripheral  giant 
cell granuloma 30 
 
 
F>M  
 
 
All ages group  but  
common in  3rd to 7th 
decade  
 
 
Mandible>Maxilla, 
gingiva, alveolar mucosa  
 
  
 PGCG occurs exclusively on gingiva or 
edentulous alveolar mucosa, sessile or 
pedunculated lesion which is usually 
deep red to bluish red and bleed easily.  
 
 
Peripheral ossifying 
Odontogenic 
fibroma 32 
 
 
 
F>M 
 
 
 
1st  and 2nd decade    
 
 
Maxilla>Mandible, Mostly 
Incisor-cuspid region    
 
  
Nodular mass, pedunculated or sessile, 
pink to red in color and surface is usually 
but not always ulcerated 
 
Odontogenic  
Fibromyxoma8,9 
 
F>M 
 
 
2nd to 3rd th decade of  
life 
 
Maxillary premolar-molar 
region. 
Exophytic masses, usually from the 
interdental region, and appeared either 
inflamed, red or coral pink, firm and 
fibrous 
Irritation fibroma 34 F>M 
 
At any age but 
common in  4th 
 to 6th decade  
Lip ,cheek followed by 
maxillary and mandibular 
gingival 
Non-tender, sessile, round or ovoid 
growth with a broad base, that is pale in 
colour 
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CONCLUSION: 
Diagnosis of peripheral oral exophytic 
lesions might be quite challenging. There are 
several underlying mechanisms responsible 
for oral exophytic lesions such as 
hypertrophy, hyperplasia, neoplasia, & 
pooling of fluid. Accordingly all the gingival 
lesions are to be biopsied before total 
excision irrespective of size to arrive at the 
diagnosis. Reported recurrence rate is 25% 
in fibromyxoma and 9.9% in peripheral giant 
cell granuloma, therefore cases of peripheral 
Odontogenic myxoma & peripheral giant 
cell granuloma requires follow up.  
CONFLICTS OF INTEREST 
The authors declare that there are no conflicts 
of interest regarding the publication of this 
paper. 
 
REFERENCES 
1. Buchner A, Shnaiderman A, Vared M. 
Pediatric localized reactive gingival lesions: A 
retrospective study from Israel. Pediatr Dent 
2010; 32:486, 92. 
2. Flaitz C M, Peripheral giant cell granuloma: 
A potentially aggressive lesion in children 
American Academy of Pediatric Dentistry 
Pediatric Dentistry. 2000; 22:3  
3. Kaffe I, Noor H, Buchner A. Clinical and 
radiological features of odontogenicmyxoma 
of the jaws. Dentomaxillofac Radiol 1997; 
26:299:303 
4. Hamed Mortazavi, Yaser Safi, Maryam 
Baharvand, Somayeh Rahmani, and Soudeh 
Jafari, “Peripheral Exophytic Oral Lesions: A 
Clinical Decision Tree,” International Journal 
of Dentistry, vol. 2017, Article ID 9193831, 19 
pages, 2017. doi:10.1155/2017/9193831 
5. Pandolphi, PJ, Felefli S, Flaitz CM, Johnson 
JV: An aggressive peripheral giant cell 
granuloma in a child. J Clin Pediatr Dent 1999; 
23:353-55. 
6. Wood, N.K., Goaz, P.W. Molecular 
radiolucencies. in: Differential diagnosis of 
oral lesions. 5 th ed; Mosby, St. Louis. 1997; 
pp334. 
7. W. Dutz and A. P. Stout, “The myxoma in 
childhood,” Cancer. 1961;14: 629–635 
8. Jain VK, Reddy SN. Peripheral odontogenic 
myxoma of maxillary gingiva: A rare clinical 
entity. J Indian Soc Periodontol 2013; 17:653-6. 
9. Kant C, Prajapati VK, Singh V, Tiwari KM. 
Odontogenic Fibromyxoma of Maxilla: A 
Rare Case Report. Clin Rhinol An Int J 2015; 
8(2):84-88. 
10. Reichart PA, Philipsen HP. Odontogenic 
Tumors and allied lesions. London: 
Quintessence Publishing Co, Ltd; 2004; pp 
105–15. 
11. Gnepp DR.Diagnostic Surgical Pathology 
of head and neck.London:WB Saunders 
ompany ltd;2001;pp 643 
12. Lo Muzio L, Nocini P, Favia G, Procaccini 
M, Mignogna MD. Odontogenic myxoma of 
the jaws: A clinical, radiologic, 
immunohistochemical, and ultrastructural 
study. Oral Surg Oral Med Oral Pathol Oral 
Radiol Endod. 1996; 82:426–33
MESHRAM M et al                     ODONTOGENIC FIBRO-MYXOMA & GIANT CELL GRANULOMA IN PEDIATRIC PATIENT 16 
 
 
 Contemporary  Research Journal of  Medical  Sciences  2017;1(1 ): 8-17  
  
 
13. Dietrich EM, Papaemmanouil S, Koloutsos 
G, Antoniades H, Antoniades K. Odontogenic 
fibromyxoma of the maxilla: a case report 
and review of the literature. Case Rep Med 
2011; 238:7-12. 
14. Purdy Stout A. Myxoma the tumor of 
primitive mesenchyme. Ann Surg 1948; 
127(4):706-19 
15. Kawai T, Murakami S, Nishiyama H, et al. 
Diagnostic imaging for a case of maxillary 
myxoma with a review of the magnetic 
resonance images of myxoid lesions. Oral 
Surgery, Oral Medicine, Oral Pathology, Oral 
Radiology, and Endodontics. 1997; 84:449–
454 
16. Chuchurru JA, Luberti R, Cornicelli JC, 
Dominguez FV. Myxoma of the mandible 
with unusual radiographic appearance. J Oral 
Maxillofac Surg 1985; 43:987-90. 
17. -  Asaumi J, Konouchi H, Hisatomi M, Kishi 
K. Odontogenic myxoma of maxillary sinus: 
CT and MR – pathologic correlation. Eur J 
Radiol 2001; 37:1-4 
18. Keszler, A., Dominguez, F.V., Giannunzio, 
G. Myxoma in childhood: an analysis of ten 
cases. J Oral Maxillofac Surg. 1995; 53:518–
521. 
19.G. Martinez-Mata, A. Mosqued 
Taylor, R. Carlos-Bregni , O.P. de Almeida 
, E. Contreras Vidaurre, P.A. Vargas, et al. 
Odontogenic myxoma: clinico-pathological, 
immunohistochemical and ultrastructural 
findings of a multicentric series .Oral Oncol. 
2008; 44: 601-607 
20. Gundlach KKH, Schulz A Odontogenic 
myxoma—clinical concept and 
morphological studies. J Oral Pathol .1977; 
6:343–358. 
21.Etoz OA, Demirbas AE, Bulbul M, Akay E. 
The peripheral giant cell granuloma in 
edentulous patients. Report of three unique 
cases. Eur J Dent. 2010; 4:329–33.  
22. Vasconcelos RG, Vasconcelos MG, 
Queiroz LMG Peripheral and central giant 
cell lesions: Etiology, origin of giant cells, 
diagnosis and treatment. Jornal Brasileiro de 
Patologia e Medicina Laboratorial; 2013 49: 
446-452. 
23. Moghe S etal, Peripheral Giant Cell 
Granuloma: A Case Report and Review of 
Literature, People’s Journal of Scientific 
Research .2013; 6(2):55-59 
24. Pandolphi, PJ, Felefli S, Flaitz CM, Johnson 
JV: An aggressive peripheral giant cell 
granuloma in a child ; J Clin Pediatr Dent 
;1999 23:353-55  
25. Papanicolaou P, Chrysomali E, 
Stylogianni E, Donta C, Vlachodimitropoulos 
D. Increased TNF-α, IL-6 and decreased IL-1β 
immunohistochemical expression by the 
stromal spindle-shaped cells in the central 
giant cell granuloma of the jaws. Med Oral 
Patol Oral Cir Bucal. 2012; 17: e56–e62 
26. Saygun, I. Et Al. Human Cytomegalovirus 
In Peripheral Giant Cell Granuloma. Oral 
Microbiol Immunol. 2009; 24(5): 408-10 
27. Erkan Ozcan, Serkan Bodur, Galip 
Erdem.Peripheral Giant Cell Granuloma A 
Case Report. Pakistan Oral & Dental Journal,
MESHRAM M et al                     ODONTOGENIC FIBRO-MYXOMA & GIANT CELL GRANULOMA IN PEDIATRIC PATIENT 17 
 
 
 Contemporary  Research Journal of  Medical  Sciences  2017;1(1 ): 8-17  
  
 June 2011; 31: 171-172 
28. Adlakha VK, Chandna P, Rehani U, Rana   
V, Malik P. Peripheral giant cell granuloma. J  
Indian Soc Pedod Prev Dent 2010;28:293-6 
29. Wood NK. Diagnòstico diferencial de las 
lesions orales y maxilofaciales. Madrid: 
Harcourt Brace de Espana SA. 1998. pp141-
2, 195-6. 
30. Kumar A, Singh VP and Shah P. Peripheral 
Giant Cell Granuloma: a Case Report. J Dent 
App. 2014; 1(3): 43-45.  
31. Jafarzadeh H, Sanatkhani M, Mohtasham 
N. Oral pyogenic granuloma: A review. J Oral 
Sci. 2006; 48:167–75 
32. Mishra MB, Bhishen KB and Mishra S. 
Peripheral ossifying fibroma. J Oral 
Maxillofac Pathol 2011; 15:65-8.  
33.  Deliverska E, Assya KA, Stefanov L et al , 
Unsuspected Odontogenic Fibromyxoma 
the Mandible – a Clinical Case  ,doi -
10.18044/MedInform.201411.45 
34. Bhayade S, Chandak S, Bhondey A, 
Atulkar M, Sawarkar  P. Traumatic Fibroma - 
A Rare Soft Tissue Entity in a Paediatric 
Patient. Int J Oral Health Med Res 2015; 
2(4):52-54. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Authors Information 
 
Dr. Mrunal Meshram 
Post Graduate Student, Oral Medicine 
and Radiology, Datta Meghe Institute of 
Medical Sciences, Sharad Pawar Dental 
College and Hospital Sawangi Meghe, 
Wardha,. 
 
Dr.Rahul R. Bhowate 
Professor, Oral Medicine and 
Radiology, Datta Meghe Institute of 
Medical Sciences, 
Sharad Pawar Dental College and 
Hospital Sawangi  Meghe , Wardha,. 
 
Dr.Shuchi Batra 
Post Graduate Student, Oral 
Pathology and Microbiology,Datta 
Meghe Institute of  Medical 
Sciences, Sharad Pawar Dental 
College and Hospital Sawangi 
Meghe,Wardha, 
 
Submit your next manuscript to CRJMS and take full advantage of : 
 
 Convenient manuscript submission (through website) and by mail (editorcrjms@gmail.com).  
 Thorough Peer review
 Author friendly Article Processing Charges
 No space constraints or extra color figure charges
 Immediate publication on acceptance Inclusion in International Database including  Google  
Scholar
 Manuscript writing assistance for New Authors
